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The aim of this paper is to explore the relationship between Islamic religiosity and
satisfaction with a diverse range of life and health domains, in a sample of
2909 participants (1446 males, 1463 females) from Algeria. Factor analysis of the
Islamic Religiosity Scale (IRS) indicates that it measures Religiosity as a
multidimensional construct with two useful factors: Religious Practice and
Religious Altruism. Religiosity at some level is ubiquitous through this sample,
and it has a strong positive relationship with Subjective Well-Being (SWB).
Moreover, this relationship is relatively unaffected by health deficiencies, even
though such deficiencies generally have a negative influence on SWB scores.
These findings are discussed in terms of the social context of Algeria.
Keywords: Islamic religiosity; health; subjective well-being; Personal Well-Being
Index; Algerian population
Introduction
The relationships between different forms of faith, belief systems or existential views
and the generic notions of quality of life have attracted considerable research attention.
This has been exemplified by Sawatzky, Ratner, and Chiu (2005) who used search
strings containing the following terms: spiritual(ity), religion/religiosity/religiousness,
transcendent/transcendence, existential, sacred(ness), and quality of life, well-being, or life
satisfaction. They found 371 publications concerning the relationship between spirituality
and quality of life. Furthermore, Williams and Sternthal (2007) cited that over 1200 studies
examined the relationship between some aspect of religious belief or behaviour and some
indicator of health (p. 47).
The most common aim of researchers in the publications reviewed in Sawatzky et al.
(2005) has been to determine the strength of the contribution made by spirituality to
quality of life (QOL). From their analysis, they conclude that these two concepts are
distinct from each other, but are moderately correlated (r¼ 0.34). For these authors, QOL
is seen as the equivalent of life satisfaction and well-being. Other reviewers (e.g., Diener &
Seligman, 2004; Donovan & Halpern, 2002; Helliwell & Putnam, 2005; Williams &
Sternthal, 2007) also conclude that, as far as Christians are concerned, the constructs
converge. They present extensive data from developed countries to support the idea that
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religious people and religious nations tend on average to experience greater well-being
than non-religious people and less religious nations.
Certainly there are many data from Christian samples in support of this conclusion.
First, in terms of the objective dimension, the frequency of attending churches has been
shown to be positively related to life satisfaction (e.g., Diener & Seligman, 2004; Donovan
& Halpern, 2002; Ellison & Levin, 1998; Helliwell & Putnam, 2005). Moreover, religiously
active people have been reported to be physically healthier and to live longer (Levin &
Schiller, 1987; McIntosh & Spilka, 1990; Williams & Sternthal, 2007). A strong inverse
relationship with mortality is ‘‘well documented,’’ according to Williams and Sternthal
(2007), although variations due to several moderators have been noticed (McCullough,
Hoyt, Larson, Koenig, & Thoresen, 1990). This general association has been partly
explained by the fact that religious people have healthier smoking, eating, and drinking
habits.
In terms of the subjective link between religiosity and well-being, the relationship seems
to be even stronger. For example, across North America and Europe, religious people
report higher levels of happiness and satisfaction with life (e.g., Poloma & Pendleton,
1990). Moreover, people who have religious beliefs report higher life satisfaction than
those who declare themselves atheists (e.g., Donovan & Halpern, 2002; Helliwell &
Putnam, 2005) and have lower suicide rates (Helliwell & Putnam, 2005).
While these simple correlations are interesting, they do not go very far in terms of
understanding what it is about the religious activity or experience that is causing the link
with well-being. Several suggestions have been made. For example, Ardelt (2003) found
that purpose in life, rather than extrinsic or intrinsic religious orientation, was positively
related to elders’ SWB. Others have suggested that religiosity is a protective factor against
loss of SWB (e.g., Ellison & Levin, 1998) in that it provides an interpretive framework
to make sense of life experience, while Helliwell and Putnam (2005) have proposed
religious activity to be a generator of community-level social capital, which would thereby
enhance SWB.
It is notable, however, that the vast majority of this research has taken place in the
USA, where the beliefs in God tend to be Christian beliefs. They are also more strongly
held than in other countries (Helliwell & Putnam, 2005). Williams and Sternthal (2007)
report that over 90% of Americans say they pray and believe in God, and two-thirds are
members of churches or synagogues. In comparison, 74% of Australians hold such a
belief. However, research findings on the relationship between religion and health are
similar in both countries (p. 49). Yet, the extent to which these results more generally apply
to other Christian populations is not clear, let alone how they apply to other religions such
as Islam. Unfortunately, there are very few published studies to elucidate these matters.
In a sample of 1000 Pakistani Muslims, Suhail and Chaudhry (2004) used an 18-item
scale, covering both belief and practice dimensions and found that religious affiliation is
one of the better predictors of SWB, although at a marginal significance level (p50.05),
while Work satisfaction, income, marital status, and social support have a stronger
contribution (each at p50.001) in SWB. No details are provided concerning the
psychometric characteristics of the measure and the strength of the relationship between
the belief and the practice dimensions of religiosity. Demographic comparisons with
relation to religiosity are also missing.
In Kuwait, Abdel-Khalek (2006) used the question of: ‘‘What is your level of
religiosity?’’ with 2,210 undergraduate Muslims. He found that females score significantly
higher religiosity means than their male counterparts, but men were happier than women.
In contrast, Abdel-Khalek and Naceur (2007) with a group of 244 Algerian college
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students found that Algerian women showed more satisfaction with life than men. Using
that same question, religiosity was positively and significantly correlated with physical
health, mental health, happiness, satisfaction with life, and optimism. It correlated
negatively with both anxiety and pessimism. Among men, however, it was correlated only
with mental health. While no causal relationship can be inferred from these latter studies,
some earlier research has gone further in asserting that Islamic-based psychotherapy has
been found to speed recovery from anxiety and depression in Muslims (Townsend,
Kladder, Ayele, & Mulligan, 2002).
Another important perspective is the extent to which measures of religiosity contribute
unique variance to subjective well-being, rather than just sharing common variance.
Ellison (1991) concludes that religiosity contributes only about 5–7% of life satisfaction
variance. In a Muslim sample, Abdel-Khalek (2006) reports that religiosity accounted
for 15%, while mental health accounted for 60% of the variance in predicting happiness.
Again, however, this is likely to be highly variable between different strengths and types
of faith.
Some research reviews (e.g., Williams & Sternthal, 2007) report that Religion may have
negative effects on health. It can be alienating, can justify hatred, aggression, and
prejudice, and can be a source of stress, guilt, negative interpersonal religious experiences
and congregational criticism, increasing the risk of depression among adolescents and
coping difficulties (p. 48).
Our concern in this paper is with the predominantly Muslim country of Algeria. There
are very few scientific studies to elucidate how Muslims believe and live their religiosity at
the individual and community levels. This is unfortunate, since negative perceptions
against Muslim states have been recently given a new voice because of the tragic terrorist
attacks around the world carried out by Muslim extremists. Fuelled by this, Islam is
identified by many Westerners as a cultural zone with values that contrast with those of the
West. Even worse, Islam is believed by them to be a religion that encourages Muslim
aggressiveness toward non-Muslim peoples. For instance, in his highly controversial Clash
of Civilization Theory, Huntington states: ‘‘The underlying problem for the West is not
Islamic fundamentalism. It is Islam’’ (Huntington, 1997, p. 217).
While such extreme views feed the Western stereotypes of Muslim beliefs, they fail to
convey the reality of mainstream Islamic beliefs. The average person with a Muslim faith is
much less concerned with religious matters than with the ordinary matters of family,
relationships, and income which dominate the thinking of people the world over (see, e.g.,
Tessler, 2003). They also have democratic aspirations (Inglehart & Norris, 2003) that
transcend religious considerations. Thus, it is the unfulfilled political and economic
aspirations of the Muslim masses for equity, justice, and freedom from totalitarian regimes
that are the prime source of concern beyond the family and work. In these terms, for many
Muslims, the West appears as an ally, in providing protection to these political regimes
that oppress the peoples in the Islamic World.
Algeria is an interesting case study in reflecting the difficulties faced by the
overwhelming majority of Muslim countries. This country underwent very harsh times
facing terrorism during the 1990s. It is yet slowly recovering from the effects of that bloody
struggle which has been accompanied with profound political and economic problems.
Epidemiological research conducted in 1999–2000 using a random sample of the adult
population estimated that 91.9% of these adults were victims of a traumatic event. of
those, 39.5% suffered from post-traumatic stress disorder, 23.3% suffered from a mood
disorder (depression), 38.5% suffered from an anxiety disorder (e.g., panic disorder or
phobia), and 8.7% suffered from somatoform disorder (Khaled, 2005). Similar findings
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were reported by De Jong, Comproe, and Van Ommeren (2003) with 653 subjects living in
the surroundings of the Capital City (a peri-urban area exposed to large massacres).
They concluded that post-traumatic stress disorder and other anxiety disorders were
frequent problems in the sample, and experience of violence associated with armed
conflict was associated with higher rates of disorder that reached a risk ratio of 2.10 (95%
CI 1.38–2.85) for anxiety in Algeria. Prevalence of this magnitude was also present in
countries such as Cambodia, Palestine, and Ethiopia.
As the hydrocarbon sector is the backbone of the Algerian economy, the recent ‘‘oil
boom,’’ has created a new dynamism in the country. It lifted Algeria’s foreign reserves
fivefold in 2006, and all economic indicators have been improving since 1999 (OCDE,
2003–2004; IMF, 2006). Encouraged by this, President Bouteflika (reelected for another
second 5-year term in 2004) has ambitiously projected among other things to eradicate
terrorism, build 1 million new houses, create 2 million new jobs, provide each home
with a computer, attract more international investors, and improve the image of the
country internationally by 2009. Although slow, these projects seem to be real. His
initiative for a Charter for Peace and National Reconciliation (la charte pour la paix et
la reconciliation) has been widely backed up by the population in the Referendum of
2005, and security has been progressively regained (Mortimer, 2006). The survey
reported in this paper was conducted in this fairly stable and continuously improving
situation.
Subjective well-being
Subjective well-being extends beyond the traditional social and economic measures of a
country’s progress. A considerable body of research in this area has demonstrated that
most people are normally satisfied with their own life. In Western nations, the average
value for population samples is about 75 percentage points of satisfaction (Cummins,
1995, 1998). That is, on a standardized scale from 0 (completely dissatisfied) to 100
(completely satisfied) the average person rates their level of subjective well-being (SWB) as
75. Moreover, on a population basis, the mean scores are quite remarkably stable. Since
2001, a total of 17 surveys have been conducted in Australia using the Personal Well-Being
Index to measure SWB (International Well-Being Group, 2006). Each survey involves a
new, geographically representative sample of 2,000 randomly selected adults across
Australia. These surveys mean scores range from 73.4 to 76.4, a fluctuation of only
3.0 points (Cummins, Woerner, Tomyn, Gibson, & Knap, 2007). Why are these results so
predictable?
We hypothesize that personal well-being is not simply free to vary over the theoretical
0–100 range. Rather, it is held fairly constant for each individual in a manner analogous
to blood pressure or body temperature. This implies an active management system for
personal well-being that has the task of maintaining well-being, at an average of about
75 percentage points. We call this process Subjective Well-being Homeostasis (Cummins,
Gullone, & Lau, 2002).
The proper functioning of this homeostatic system is essential to life. At normal levels
of well-being, which for individuals is represented by their set-point which lies somewhere
in the range of 60–90 points (Cummins et al., 2007), people feel good about themselves, are
well motivated to conduct their lives, and have a strong sense of optimism. When this
homeostatic system fails, however, these essential qualities are severely compromised, and
people lose their normal positive mood state and are at risk of depression. This can come
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about through such circumstances as exposure to chronic stress, chronic pain, failed
personal relationships, etc. (for a collation of Australian data, see Cummins et al., 2007).
Fortunately, however, the homeostatic system is remarkably robust. Many people live
in difficult personal circumstances which may involve low income or medical problems,
and yet manage to maintain normal levels of well-being. This is why SWB is so stable when
averaged across the Australian population. But all homeostatic systems can be made to fail
through exposure to conditions that are too challenging. Thus, strong chronic stress can
challenge and defeat homeostasis. On the other hand, resources such as intimate personal
relationships can strengthen homeostasis.
While we expect the homeostatic system to operate in much the same way across
cultures, the ways in which people respond to questions concerning their SWB are strongly
influenced by culture. There are two reasons. The first is the simple problem of
translation—that there is often no simple equivalence between the terms used to describe
affective states in different languages. The second reason is more important and concerns
cultural response bias. Such bias has been well documented (e.g., Lee, Jones, Mineyama, &
Zhang, 2002; Stening & Everett, 1984) and shows that when data are compared between
equivalent demographic groups, people from East and South East Asian cultures are more
reticent to rate themselves at the ends of the response scale when compared with people
from countries like Australia. The reasons for this, as documented by Lau, Cummins, and
McPherson (2005) in Hong Kong, is a combination of modesty, concern at tempting the
fates by rating oneself too high, and having a different view of what the maximum scale
score represents. The result of this particular response bias is to lower the overall average
score because the very high scores, which are generally far more common than very
low scores, are missing. This bias gives the appearance that, on average, the people from
these countries have lower levels of SWB than do people from Western countries. Thus,
comparisons between countries are confounded by the dual influences of cultural response
bias and actual differences in well-being.
The nature of the cultural response bias in Algeria is not known. Thus, comparisons
of SWB mean scores between Algeria and Australia, as will be shown, cannot be taken to
simply indicate different levels of SWB. The extent to which such differences represent a
method effect cannot be determined from these results.
In summary, personal well-being is under active management, and most people are able
to maintain normal levels of well-being even when challenged by negative life experiences.
However, if the challenges become too great, homeostasis will fail, and SWB will fall.
Moreover, since SWB is predominantly positive affect (Davern, Cummins, & Stokes,
2007), this decrease makes people prone to depression (see Cummins & Lau, 2006).
Approach to studying Islamic religiosity
Algeria is a religious country, and it is highly likely that religiosity has an important
influence of the SWB of Algerians. However, before such investigations can proceed, it is
important to make a careful distinction between the concepts of religiosity and spirituality.
In considering this issue, we follow the criteria proposed by Sawatzky et al. (2005).
Spirituality refers to the subjective relationship with something that lies beyond the
physical, psychological, or social dimensions of life. This transcendent, relational entity of
spirituality has been labelled: ‘‘Divinity,’’ a ‘‘higher power,’’ a ‘‘Divine being,’’ ‘‘ultimate
reality,’’ or ‘‘God.’’ Spirituality is commonly associated with an existential search for
meaning and purpose.
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Religiosity, on the other hand, is expressed through predefined behaviours and
practices. Thus, religion refers to the objective, observable rituals or prescribed behaviours
that receive validation and support from within an identifiable group of people. This
distinction means that people may consider themselves to be spiritual but not necessarily
religious.
Spirituality in Islam is the devotion to an identifiable, recognizable God who has His
descriptions in the holy Koran and the Prophet’s teachings (Sunna). This means living
according to the five pillars of Islam: first, to expressly repeat and deeply internalize that
there is no God but Allah, and Muhammad is his Messenger; second, to perform the duly
prescribed prayers; third, to give Alms as charity; fourth, to fast the month of Ramadan;
and fifth, if affordable, the Muslim should go to the Mecca Pilgrimage once in one’s
life time.
The aims of this study are as follows:
(1) To measure Islamic religiosity through an instrument that has been developed for
this research, the Islamic Religiosity Scale (IRS), and to test its psychometric
properties.
(2) To explore differences between demographic subgroups (age, marital status,
number of children, education, location, and income) in their ratings of Islamic
religiosity.
(3) To study the relationships between Religiosity dimensions, well-being, and health.
(4) To assess the influence of Religiosity and health conditions on Subjective
Well-Being and satisfaction with life.
Method
Participants
Data were collected from a convenience sample through the distribution of self-completed
questionnaires in broadly prescribed locations. Researchers attended families in their
homes, streets, different institutions, university halls, libraries, professional colleges,
administrative centres, and any place where people agreed to complete the questionnaires
in the presence of an interviewer. Interviewers were instructed to read out questions to
those who could not themselves read. In some cases, questionnaires were individually
completed in group settings, such as classrooms, organizations, and even homes where all
the adults in one family were allowed to each fill the questionnaire. The sole criterion for
exclusion from the sample was being under the age of 18.
Out of the total number of participants (N¼ 2,909), 1,463 are female (50.3%). About
half of the sample are aged 18–25 years with just 2.3% (N¼ 87) aged 56þ years. This
distribution is roughly consistent with the age structure of the whole Algerian population,
which is predominantly young. However, due to the sampling strategy, 40.1% have
a university education, and 61.9% (N¼ 1800) are single. These proportions do not
represent the total population profile. For instance, Gross Enrolment Ratio in higher
education (of total enrolment, regardless of age) was in 2005, 20.3% according to
World Bank statistics (http://devdata.worldbank.org/external/CPProfile.asp?CCODE¼
DZA&PTYPE¼CP).
Since information on wages is scarce, personal income is categorized on the basis of
the legally binding minimum wage (salaire national minimum garanti), which was
equivalent to 10,000 Algerian Dinars per month when the survey was conducted. It is
notable that 35.8% of the sample fall below this level, and many of these would be
60 H. Tiliouine et al.
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students and housewives. An undergraduate university student receives a scholarship of
1700 Dinars every term.
Unfortunately, we cannot rely on these figures as accurately reflecting personal
incomes. This is due to the operation of the dominant informal economic system as
described in Tiliouine, Cummins, and Davern (2006) where many economic activities are
out of governmental control, dominated by parallel markets to escape government fiscals
and taxes.
Of the total sample, 34.6% (N¼ 1007) reported that they are married, and of these,
91.26% (N¼ 919) reported having children. This contrasts sharply with current Australian
data (Cummins, Woerner, Tomyn, Gibson, & Knapp, 2006) which show only about half
of married couples to have children. Family size is also typically larger than is found in the
West, with 165 participants having more than five children.
Respondents were also asked to nominate the area, in which they normally live with
their families, as opposed to their temporary place of residence due to the fact, for
example, that they are studying. Of the four choices proposed to them, only 770 (26.5%)
came from a big city. While it is not the purpose of this paper to compare rural and city
respondents, they did not differ in terms of their religiosity.
Measures
Islamic Religiosity Scale
The Islamic Religiosity Scale (IRS) has been constructed for the purposes of this study.
Some of the existing Islamic religiosity measures (e.g., ‘‘Muslim Attitudes towards
Religion Scale’’ (MARS) of Wilde & Joseph, 1997) do not fit with our aims because
emphasis in it is on measuring attitudes rather than self-reported practices and beliefs. The
initial construction phase of IRS involved consulting traditional textbooks on Islam to
create a list of what constitutes the basics of the religion. These usually fall within three
categories: obligations or duties, prohibitions or interdictions, and allowances. This list
was discussed in private with many people.
Our approach in trying to measure the construct of Islamic religiosity necessarily
implies that people’s religious beliefs can be organized on a scale, such that those who
declare themselves ‘‘committed’’ to the religion are ranked on the top of the scale, and
those who report no ‘‘commitment’’ are at the bottom. In this scheme, religiosity
equates to the importance of religion in people’s lives. The specific aspects of Islam
they are expected to follow in their daily lives are as follows: they will accept parental
authority for God’s sake, tolerate other people, avoid mixing with the other sex unless
necessary, readily give advice on Good and Bad as a religious duty, study (read/listen/
watch) the holy Koran, attend group Islamic prayers or attend the Mosque, frequently
perform voluntary prayers, perform daily prayers on their specified times during the
day, frequently cite God’s name when beginning or ending one’s actions, not only
fasting the month of Ramadan but also fasting voluntarily at other times, watching/
listening religious programmes, giving to charity, asking for God’s blessings/mercy
when stressed, and embracing the idea of a pilgrimage of Mecca if they have the
necessary means.
It should be mentioned that these aspects apply to men and women alike. There are
other aspects of the Islamic faith that are obligatory for men and not obligatory for
women, such as attending at Mosques for the weekly Friday noon prayers. These
issues have been omitted to ensure gender equity. Also omitted are any references to
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prohibitions, such as the consumption of alcohol, since to ask about such matters is
offensive for devout believers.
The rating of each item has been on a Likert scale of 5 points, for instance: Do you fast
at Ramadan? 1–I do not fast; 2–I rarely fast; 3–I sometimes fast; 4–I fast most of the
times; 5–I always fast. The scale contains positively and negatively worded items.
Accordingly, ratings were reversed for negative items.
Validity of IRS
With the aim to determine the coherence of the scale, the items were subjected to a
principal-components factor analysis, followed by an orthogonal rotation. The correlation
matrix reveals that all variables intercorrelate with at least one other variable at40.30.
This confirms the suitability of the data for factor analysis. The factorability of the
correlation matrix also met the other assumptions for this analysis. These included the
Kaiser–Meyer–Olkin (KMO) values which were40.80, and Barlett’s Test of Sphericity
reached statistical significance. The factor loadings are provided in Table 1.
The left side of Table 1 presents the factor analysis based on N¼ 2,862. This identifies
three subscales which together explain 41.33% of the variance. The first factor is labelled
‘‘Religious practice’’ and comprises six items all of practical nature. These items load 0.54
to 0.74 on their factor and explain 24.58% of the variance. The second factor is labelled
‘‘Religious altruism.’’ It deals with the interaction with others, praising God and asking for
His relief. These five items have loadings that range between 0.49 and 0.69, and explain
together 9.27% of the variance. The last factor is labelled ‘‘Religious honour,’’ covering
some other religious obligations. The loadings on this factor range between 0.36 and 0.59,
and together explain 7.48% of the variance. It should be noted that not only is the third
Table 1. Orthogonal factor analysis of Islamic Religiosity Scale (IRS).
Component
Item 1 2 3 M SD
Average no. of voluntary prayers 0.74 38.36 34.25
Average no. of prayers on time 0.72 62.24 29.36
Weekly hours studying Koran 0.69 46.29 20.81
Prayers in groups or Mosque 0.66 62.21 27.49
Weekly time watch/read/listen religion 0.62 51.11 23.79
Voluntary fasting other than Ramadan 0.54 63.53 27.73
Advise others to do good and avoid sin 0.69 54.00 18.81
Charity as religious duty 0.67 76.88 18.18
Praise God at the beginning and end of work 0.61 71.42 19.75
Tolerate others for God’s sake 0.50 84.67 16.05
Seek relief from God when anxious/sad 0.49 76.94 19.07
Obedient to parents for religious reasons 0.59 89.28 15.85
Regard religion as personally important 0.59 79.82 11.25
Mecca pilgrimage if affordable 0.57 95.41 11.55
Fast at Ramadan 0.46 95.39 10.31
Avoid mixing with opposite sex 0.36 94.59 14.05
Percentage of variance explained 24.58 9.27 7.48
Eigenvalues 3.93 1.48 1.20
Note: Values less than 0.3 are suppressed in the coefficient factor loading display.
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factor weaker than the other two, but its variance is limited and its reliability also low.
Cronbach’s alpha is Religious practice (0.77), Religious altruism (0.62), and Religious
honour (0.39). Due to the weakness of the third factor, subsequent analyses are based on
factors 1 and 2 only.
Subjective well-being
While there is general agreement in the literature that SWB comprises some combination
of cognitive evaluations, positive affect, and negative affect (Arthaud-Day, Rode,
Mooney, & Near 2005; Diener & Seligman, 2004), how best to measure SWB is far
from certain. The approach we take is through the Personal Well-Being Index
(International Well-Being Group, 2006) that measures satisfaction with the seven broad
domains that represent the first-level deconstruction of ‘‘satisfaction with life as a whole.’’
These are: standard of living, personal health, achieving in life, personal relationships,
personal safety, community connectedness, and future security.
One of the advantages of this measure is that these seven domains are theoretically and
empirically derived as the first-level deconstruction of the single item ‘‘satisfaction with life
as a whole.’’ Thus, each domain contributes unique variance to the prediction of this
global construct (see manual for more details).
Our previous use of this Index in Algeria (Tiliouine et al., 2006), with a sample of 1,411
respondents, showed good sensitivity, validity, and reliability. This has generally been
found with samples from other countries, thus making the PWI suitable as a cross-cultural
tool for the measurement of subjective well-being. In Australia, the PWI has a minimum
Cronbach alpha value of 0.70. In this study, it is 0.73.
Factor analysis of the seven PWI items revealed a single factor with all items loading
between 0.45 and 0.73 (Table 2). The sample of 2825, who had no missing answers,
produced a mean PWI score of 64.22 with a standard deviation of 15.30. In 2003, these
values were 52.30 and 21.10, respectively. Thus, the current sample has a significantly
higher level of subjective well-being. The factor analysis explains 38.2% of the variance
compared with 52.7% in the 2003 survey (Table 2). Thus, the amount of explained
variance is considerably less than both the earlier sample and the 49.9% found by
Cummins et al. (2006) in Australia.
Table 2. Orthogonal factor analysis of personal well-being domains.
2005 (N¼ 2825) 2003 (N¼ 1417)
Item
Domain
loading 2005
Domain
loading 2003 M SD M SD
Standard of living 0.55 0.71 60.45 24.01 49.44 28.37
Health 0.45 0.74 71.89 23.22 61.84 30.37
Achievements 0.64 0.73 56.05 25.51 47.73 27.29
Personal relationships 0.56 0.71 65.68 25.86 55.62 30.41
Personal security 0.67 0.72 68.77 24.82 50.84 29.38
Belongingness to society 0.68 0.74 68.64 24.97 54.59 30.11
Future security 0.73 0.73 58.69 25.77 46.06 27.54
Percentage of variance explained 38.20 52.69
Eigenvalue 2.67 3.69
Note: These are the FAs for the PWI domains only.
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It is interesting to note that the factor loadings in Table 2 and the inter-item
correlations (Table 3) are smaller than those found in our 2003 survey (Tiliouine et al.,
2006). However, all remain statistically significant. Possible reasons for these differences
will be discussed.
Table 3 tests the theoretical basis of the Personal Well-Being Index as the first-level
deconstruction of life as a whole. In this theoretical model, all seven domains should make
an independent contribution to explaining the variance in satisfaction with the more
abstract variables.
Table 3 displays the following features:
(1) The sr2 statistic represents the proportion of unique variance contributed by each
domain. It is calculated as the square of the ‘‘Part’’ statistic that can be requested
from SPSS in association with a multiple regression. When this value is multiplied
by 100, it gives the percentage of unique variance contributed by the item. Thus,
satisfaction with standard of living contributes 7.8% of unique variance within the
total 36.0% explained variance for this sample.
(2) In accordance with the theoretical structure of the scale, all items contribute
significant variance to the explanation of life as a whole. This is different from
Australia (International Well-being Group, 2006), where the domain of Safety fails
to make a significant contribution.
(3) The sum of the sr2 gives the total unique variance contributed by the domains,
which is 13.8%. This is about the same as that normally found in Australia. Taking
the latest report of the Australian Unity Well-Being Index as an example
(Cummins et al., 2007), the unique variance is 15.2%. The big difference, however,
comes in the shared variance as: Algeria¼ 22.2%, Australia¼ 34.7%.
This is consistent with the results of the two previous factor analyses showing
a relatively lower level of intercorrelation among the domains in Algeria.
Specific well-being items and health
For the purpose of further exploring the relationship between religiosity and satisfaction
with areas beyond the PWI domains, respondents were asked to rate some additional items
on a scale from 0 to 10. The questions were as follows:
. To what extent are you satisfied with your religious culture?
. To what extent are you satisfied with your spare-time use?
Table 3. Regression of PWI on Satisfaction with Life as a Whole (2005).
Variable LAW 1 2 3 4 5 6 B  sr2
1. Standard of living 0.47 0.30* 0.30 7.8
2. Health 0.30 0.25 0.13* 0.13 1.4
3. Achieve in life 0.40 0.28 0.20 0.17* 0.18 2.3
4. Personal relationships 0.30 0.22 0.16 0.34 0.08* 0.09 0.6
5. Safety 0.31 0.22 0.22 0.26 0.24 0.07* 0.07 0.4
6. Comm. connect 0.32 0.23 0.17 0.29 0.26 0.41 0.08* 0.09 0.5
7. Future security 0.37 0.28 0.17 0.37 0.26 0.44 0.45 0.10* 0.11 0.8
R2¼ 0.36a
Notes: aUnique variability¼ 0.14; shared variability¼ 0.22. Adjusted R2¼ 0.36.
*p50.001.
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. To what extent are you satisfied with your personality?
. To what extent are you optimist?
In terms of health factors, respondents were asked ‘‘Do you suffer from any health
problems that need treatment such as hearing or sight or any other handicap.’’ They were
also asked to rate the intensity of their daily physical pain, daily anxiety, and extent of
normal sleep. In relation to the latter, they were asked ‘‘On a scale from 0 to 10, to what
extent do you have normal sleep?’’ All of these items were rated according to an 11-point
0–10 response scale.
Procedure
Most data were collected by 22 volunteer project students selected to cover the western
part of the country. All students had finished 3 years of psychology and were working on
their graduation and postgraduate projects. They were provided with a printed 6-page
questionnaire that included an introduction to the research and the specific items
presented in the order of: PWI, additional satisfaction items, religiosity, health items, and
demographic information. Leading the questionnaire with the PWI is essential to avoid
contamination with preceding items. This ordering was adopted by the earlier Algerian
survey and all comparative Australian surveys. Interviewers were instructed to fill as many
questionnaires as possible in the area in which they live and within the assigned period of
1 month (starting from March 9 to April 10 2005).
Two meetings were held with the students prior to data collection. In the first, each
student completed the questionnaire. They were then asked to comment on the contents
and the clarity of the language. The aims of the research and our experience of the previous
survey were also presented to them. The second meeting, 1 week later, covered practical
matters of organization. They were provided with written instructions, along with a
glossary of the main concepts, as well as the printed questionnaires. They were urged to
give similar instructions to their respondents, and to note down any comments and
observations as qualitative data. Four senior researchers, all members of the Laboratory
of Educational Processes and Social Context (Labo-PECS) in the University of Oran,
assisted in fieldwork to supervise data collection and closely followed the whole operation
with interviewers.
The final draft of the questionnaire was pilot-tested for clarity and comprehensibility
of the language. No subsequent difficulties were detected by the researchers. No significant
events occurred during the 4 weeks of the data-collection period at the national level. Yet,
two main events happened at the international level as the Arab states leaders’ summit in
Algiers, and the death of the Pope Jean Paul II.
Data analysis
In accordance with instructions contained in the PWI manual, the data were screened for
respondents who consistently scored at the maximum (10) or the minimum (0) for all seven
domains. This resulted in the exclusion of 31 questionnaires (1.05% of the sample), all of
which recorded consistent maximum scores. This left 2,909 questionnaires for analysis.
Demographic variables and items ratings were summarized through descriptive statistics.
As suggested by Cummins, Eckersley, Pallant, Van Vugt, and Misajon (2003), all scores
were standardized into units of percentage of Scale Maximum (%SM) on a 0–100
distribution to facilitate comparability of the results.
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Results
The demographic character of the religiosity subscales is as follows.
Gender
There is a small difference in religious practice in favour of males which fails to make
significance on a two-tail test. Females, however, are higher in Religious Altruism,
t(2875)¼ 4.03, p¼ 0.0005. This means that women are more likely to give advice
concerning what is good and what is bad, more likely to give to charity, more likely to
tolerate others, and more likely to evoke the name and help of God.
Age
Religiosity increases with age within both factors; Religious Practice: F(4, 2857)¼ 19.6,
p¼ 0.000, 26–35418–25, p¼ 0.02; 36–45418–25; p¼ 0.000; 46–55418–25, p¼ 0.000;
46–55426–35, p¼ 0.000; 55þ418–25, p¼ 0.000; 55þ426–35, p¼ 0.000; 55þ436–45,
p¼ 0.02; Religious Altruism: F(4, 2870)¼ 47.37, p¼ 0.000, 26–35418–25, p¼ 0.000;
36–45418–25; p¼ 0.000; 36–45426–35, p¼ 0.000; 46–55418–25, p¼ 0.000;
46–55426–35, p¼ 0.000; 46–55436–45, p¼ 0.03; 55þ418–25, p¼ 0.000; 55þ426–35,
p¼ 0.000. This is a common finding within the Christian tradition also.
Marital status
Married persons are more inclined to be religious than single persons. Religious Practice:
t(2759)¼6.35, p¼ 0.000; Religious Altruism: t(2772)¼ –9.75, p¼ 0.000. The institution
of marriage is itself a religious duty and considered as ‘‘half of the religion’’ in the Islamic
tradition. So, Islam encourages marriage, and this, in turn, helps to preserve religious
teachings. This difference may also be a function of age as the married group are older.
Number of children
People with more children score higher on both religiosity dimensions. This may be
attributed to Islamic orthodoxy which encourages people to have children if they are living
within the recognized institution of marriage. It may also be a function of increasing age.
Education
The two highest levels of education are associated with higher levels of religious practice.
However, this tendency is reversed in religious altruism with University-trained people
having the lowest scores. This may imply that higher education groups regard their public
face of religion as more important, and the internalized religious states as less important.
Similar trends have been reported in the Christian religion.
Location
The differences in religiosity according to location are inconsistent and marginally
significant. Religious Practice: F(3, 2858)¼ 4,415, p¼ 0.004; Small Village4Big City,
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p¼ 0.030; Medium4Big City, p¼ 0.006; Religious Altruism: F(3, 2871)¼ 2,838, p¼ 0,
037, Big City4Rural, p¼ 0.022.
Personal income
Income does not seem to be clearly related to religiosity within either subscale. Religious
Practice: F(3, 1561)¼ 3.996, p¼ 0.008 (20,000–30,000D410,000D), p¼ 0.004; Religious
Altruism: F(3, 1568)¼ 0.160, p¼ 0.923 (no sig.).
Demographic summary
While some minor differences in religiosity have been shown, they do not vary by more
than a few percentage points except in the case of age differences where it can be seen that
the youngest people are some 12 percentage points less than the oldest in Religious
Practice. Religiosity is generally strong within the sample.
Religiosity, well-being, and health
The correlation between the two measures of religiosity is 0.40. The correlations between
each of these factors and the other measures are statistically significant, ranging from 0.34
to 0.10 (Table 4).
As far as the relationship between health factors and SWB is concerned, we created
deciles (for the whole sample) that match each factor: daily pain, daily anxiety, and sleep
problems. The results show a consistent increase in SWB as daily pain and anxiety are
decreased, and the opposite is noticed in the presence of sleep problems. So, it could be
concluded that in this particular context, health deficiencies have the capacity to drive
back SWB.
In order to examine the impact of health conditions, we asked the question: Do you
suffer from any health problems that need treatment such as hearing or sight or any
other handicap? Out of 2,907 respondents, 18.54% (539) declared having health problems.
These latter had significantly higher scores on all three measures of health (Pain:
t(2877)¼10.94, p50.005; Anxiety: t(2893)¼5.06, p50.005; Normal Sleep:
t(2894)¼ 2.74, p50.05), which confines the effective nature of the creation of these
two groups.
These two groups did not differ in terms of Religious Altruism, but the people with
health problems had a higher Religious practice (55.89 (SD 18.87) vs. 53.56 (SD 18.78),
Table 4. Correlations between Religiosity Factors and other measured aspects.
Religious Practice Religious Altruism
PWI 0.20 0.22
Specific areas
of satisfaction
Religious Culture 0.34 0.29
Personality 0.10 0.23
Spare time 0.16 0.21
Optimism 0.17 0.22
Note: All the above correlations are significant (p50.005).
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t¼ 2.57, p50.05). One explanation may be that people enduring health problems turn to
religious practice as a coping strategy. Practising religion may provide them with some
psychological comfort. However, it is interesting that this does not reliably apply to
Religious Altruism.
In terms of the PWI, the people with health problems have lower scores, 62.63
(SD 15.35) vs. 64.58 (SD 15.27), t¼ 2.40, p50.05, but this is solely driven by the domain
of health, 58.75 (SD 23.45) vs. 74.34 (SD 22.21), t¼ 12.15, p50.000. This is interesting,
since the mean satisfaction with health for the no-health problem group (74.34) is within
the normal range for group mean scores in Australia (73.81–76.21). All the other
domains for the no-problem group are well below the Australian normal range, with
the exception of Community (68.74), which also lies just within the Australian range
(68.58–72.26). This latter result appropriately reflects the relative value of this domain
between the two countries. In Algeria, it is the third highest ranking domain (Table 2),
whereas in Australia it is the second lowest. This reflects the higher individualism in
Australia.
However, the higher level of health has no such explanation and, presumably, indicates
that ill health in Algeria has a very powerful capacity to decrease SWB. Indeed, since the
absence of ill-health allows the domain to lie within the Australian normal range, it might
reasonably be concluded that ill-health is one of the dominating forces keeping SWB
in Algeria low. This idea receives some support from Table 3, where Health contributes
the third highest level of unique variance to ‘‘Life as a whole.’’ The highest domain
contribution comes from Standard of Living, and presumably, a low income combined
with ill-health is a high risk-factor for homeostatic defeat due to the reduced ability to pay
for medical services.
In order to determine whether the strength of the religious experience reduces the
connection between poor health and subjective well-being, Table 5 presents a hierarchical
regression that was performed.
Table 5. Hierarchical regression of Religiosity, Pain, Anxiety, and Sleep on PWI.
No health condition With a health condition
B  R2 B  R2
Step 1 1. Practice 0.11* 0.14 0.07 0.12** 0.15 0.06
2. Altruism 0.24* 0.18 0.19** 0.14
Step 2 1. Practice 0.11* 0.13 0.01 0.11** 0.14 0.02
2. Altruism 0.24* 0.18 0.22** 0.16
3. Pain 0.07* 0.11 0.08** 0.13
Step 3 1. Practice 0.08* 0.10 0.03 0.08* 0.10 0.02
2. Altruism 0.24* 0.18 0.23*** 0.17
3. Pain 0.01 0.02 0.04 0.07
4. Anxiety 0.11* 0.21 0.09** 0.16
Step 4 1. Practice 0.08* 0.09 0.04 0.07 0.09 0.03
2. Altruism 0.23* 0.17 0.24*** 0.17
3. Pain 0.01 0.02 0.03 0.05
4. Anxiety 0.09* 0.17 0.08** 0.14
5. Sleep 0.13* 0.20 0.11*** 0.18
R2¼ 0.15 R2¼ 0.13
Adjusted R2¼ 0.15 Adjusted R2¼ 0.12
Note: ***p50.001; **p50.005; *p50.05.
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Looking first at the no health condition group, it is apparent that the relationship
between religiosity and SWB is quite independent of pain, anxiety, and sleep problems.
It is also interesting, in passing, to note that the influence of pain on SWB is almost
entirely accounted for by anxiety.
The pattern of results for people with health problems is very similar. Thus, it appears
that the relationship between religiosity and SWB is unaffected by the presence of
significant health pathology.
It is also notable that, for both groups, as the various sources of challenge are added to
the equation, it is Altruism that maintains its positive association with SWB, whereas the
strength for Religious Practice progressively diminishes. In the fourth step, at which all of
the challenges have been added, Practice is no longer significant. Thus, under conditions of
adversity, it is the strength of Religious altruism, not Practice, which retains its positive
link with SWB.
PWB deciles and religious measures
In order to further explore and visualize the changing relationship between Religiosity and
SWB, deciles have been created for the two types of religiosity scores, and the mean PWI
score for each religious deciles has been calculated (Figure 1).
As an initial observation, it is interesting that even with the most devout experience of
religious practice, SWB does not rise above a mean of 69 points, which is close to the
average for the whole sample. This contrasts with the equivalent result in Australia where
10.3% of a sample of 2,000 regarded their satisfaction with their religion or spiritual
experience as 10/10. These people had an average PWI of 80.0, which is some 5 percentage
points above the total sample mean (Cummins et al., 2006, Report 16.0).
Within the Algerian data, it is clear that there is a trend of falling SWB as the intensity
of both types of religious experience decreases. For the Religious practice, this decrease is
first statistically evident at a strength of belief that is 50–59, while for Religious Altruism
the decrease is much sooner, occurring at the first step below maximum (80–89). It is also
evident from Figure 1 that SWB falls faster for decreasing strengths of Altruism than for
Practice. This is interesting in the light of the previous result showing that people in
ill-health have a far stronger attachment to SWB through Altruism than through Practice.
*
64.2 66.5
67.7 69.4
68.0 61.561.9
*
58.956.5
68.5
65.5
*
62.759.460.4
45.1
*
0
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20
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50
60
70
80
0−9 10−19 20−29 30−39 40−49 50−59 60−69 70−79 80−89 90−100
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* = significantly lower than either the highest score or the * value above.
Figure 1. Religiosity and SWB.
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A consequence would seem to be that the SWB of people who are ill could be increased
by bolstering the strength of their religious Altruism.
The final analysis investigates whether either of the two religious subscales adds
variance to the prediction of life as a whole beyond the seven domains of the Personal
Well-being Index. This is important in the ongoing quest by the International Well-being
Group to discover new domains for the Personal Well-being Index. The provision of
significant unique variance in the prediction of ‘‘life as a whole,’’ beyond the current seven
domains, is a key criterion.
It is notable that neither of the religiosity subscales makes an additional contribution
to the explained variance, even though the total explained variance of 36% is very low.
Discussion
The major aims of this research were to create and test a measure of Islamic religiosity.
At least to an extent, this aim has been realized. The scale forms two useful factors, and
these relate to other measures of health and well-being in interesting ways. However, we
regard this scale as tentative, since it is far from covering all salient Islamic teachings.
The high mean scores on the overwhelming majority of the religiosity items suggest
that Islamic principles are generally observed in this sample. Comparisons across age
confirm results found in Christian samples, in which the oldest people are the most
religious.
As far as the relationship between health factors and SWB is concerned, comparisons
between SWB deciles confirm that lower levels of pain and anxiety and fewer sleep
problems are linked to higher levels of SWB. Survey research in developed countries
(e.g., Cummins et al., 2004) has found that health difficulties do not lead SWB to fall
below the population’s normal range. This difference can be explained by the shortages
in health provisions in a basically less developed country.
It is important to note that the overall mean score for anxiety levels in both the healthy
and unhealthy groups (respectively, 53.17, SD 27.53 and 46.38, SD 28.15) is higher than
expected. In comparison with the unhealthy group, Abdel-Khalek and Naceur (2007)
found lower scores with a younger group of 244 Algerian College students (mean
age¼ 21.96; SD¼ 3.02) using an 18-item scale which has a theoretical mean of 45.00
(males: N¼ 109, M¼ 37.36, SD¼ 10.56; females: N¼ 135, M¼ 39.59, SD¼ 10.34). When
converted to a scale maximum percentage of 0–100 point scale, these scores translate
to 46.7 for males and 49.49 for females.
In order to examine the relationship between health and religiosity, we created two
subsamples as people with a health condition that needs treatment and those who do not.
This grouping is validated through the demonstration of differential levels of physical
pain, anxiety, and normal sleep. Those with a health condition practice religion more than
those with no condition. This confirms findings in Western nations (e.g., Diener &
Seligman, 2004; Donovan & Halpern, 2002; Helliwell & Putnam, 2005). This may raise the
issue that people turn to religion with the aim to provide them with additional
psychological support to help them face health losses. Such a buffering effect has been
commonly reported (e.g., Ellison & Levin, 1998). Yet, one of the intriguing findings of this
research is that health factors do not influence the relationship between religiosity and
SWB in both the healthy and the unhealthy groups. Future research should probe further
the possible effects of age in mediating the relationships between SWB, religiosity, and
health. Though this study has shown that younger subjects are generally less religious than
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older ones, no further comparisons could be conducted as the sample is predominantly
younger with very few people reporting health problems (18.54%) because our question
primarily stressed physical health. A possible way in addressing this issue in future
research would involve comparisons between age and different health problems.
When the two religiosity dimensions are compared, our hierarchical regression
(Table 5) has interestingly revealed that the contribution of Religious practice in SWB
diminishes in the ill-health group in the last step leaving Religious Altruism as one of the
main contributors to SWB. This has been also confirmed by a trend of falling SWB as both
Practice and Altruism decrease, with a much sooner decrease in Altruism (Figure 1). Since
Altruism deals with social interaction and support, it can be assumed that with regard to
SWB, the value of religion is more apparent as a social capital component than in the
Practice per se. This result may have also implications for future research. The possibility
of boosting SWB through acting on Altruism needs further exploration. Future research
should not ignore the multidimensionality of the religiosity construct, and should further
weigh up its social components.
The other issue that has been addressed in this research is to what extent Religiosity
contributes in ‘‘Satisfaction with life as a whole.’’ As a first remark, it should be noted that
the theoretical basis of the PWI (Cummins et al., 2003) has been met in that all the seven
constituent domains add significant variance to the general satisfaction with life (Table 3).
However, none of the Religiosity factors has been found to make such a contribution.
Many remarks could be made with regard to this result. The proportion of the explained
variance (36%) is noticeably low, and even lower than that found in the first survey (57%)
with regard to the seven PWI domains. However, it should be noted that the questionnaire
used in this second survey was much longer compared with the first one, and this may have
affected the response pattern. Furthermore, significant improvements in SWB scores have
been registered in all domains and sample subgroups in this second survey (Tiliouine, in
press) which may be linked to the improvements in security and the macro-economic
indicators of the country as mentioned in the Introduction. Though it is difficult to link
the effects of the new situation to the low cohesion between the items, and the reduced
inter-item correlations in this survey, it seems, beyond the problems of convenience
sampling, that a new dynamism is taking place in Algeria that influences people’s way of
life. The country is in the process of recovering from the disastrous period of social turmoil
and economic failures. As a consequence, new needs and aspirations are emerging and thus
influencing people’s evaluations of the domains proposed to them.
Furthermore, an important finding is that religiosity is ubiquitous in the sample, but
has failed to make a contribution in SWB, as measured by PWI. Again the low explained
variance (36%) would have allowed other factors, such as religiosity, to contribute in
PWI, but this has not been the case. One possible explanation is that PWI ratings, though
improving, are yet far below the normal range registered in developed countries such
as Australia. Under such conditions, SWB is challenged by daily life pressures in a
postconflict situation in which the main concern is on ways in regaining normal life.
Research evidence proves that instability affected deeply the psychology of the people:
high levels of anxiety, post-traumatic stress disorder, mood disorder (depression), anxiety
disorder (e.g., panic disorder or phobia), and somatoform disorder, as reported in Khaled
(2005), and confirmed in De Jong et al. (2003) with a high risk ratio for anxiety. Further
surveys using PWI are planned to occur in Algeria in order to gain some understanding
on this issue.
Our present data do not favour the extension of PWI, through the addition of
Satisfaction with Religiosity as a new domain, which the International Well-being Group
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is currently considering (see the religiosity discussion records in: http://www.acqol.
deakin.edu.au). But, one should not equate what people say about their effective
religiosity, as in the present research, with their reported degree of satisfaction with
religiosity which is proposed by IWG. We cannot rule out the possible existence of
discrepancies between religious beliefs and religious practices. Another possibility is that
some people may be though highly religious remain not completely satisfied with their
fulfilment of the religious duties. Nevertheless, some research (e.g., Poloma & Pendleton,
1990) has already shown that religious satisfaction does not contribute to emotional
well-being or general happiness; rather its effect is more apparent in the existential
well-being and is a borderline significant predictor (p¼ 0.06) of general life satisfaction.
So, this matter needs to be extensively researched.
In conclusion, this paper has shed some light on the complex concepts of religiosity,
SWB, and health. Religiosity is revealed to be multidimensional and assumed to some
extent differently by the sample subgroups. Its strong link with SWB is generally
confirmed and is unaffected by health deficiencies. Nevertheless, the presence of these
deficiencies has the capacity to drive back the PWI score. Furthermore, the relational
aspect in religion has been proved to be important in SWB, but the link between
satisfaction with life and religiosity has not been established.
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